A 63-year old male with a prior history of anterior cervical discectomy and fusion presented with complaints of gradual dysphagia with occasional regurgitation of undigested food and primarily a right neck swelling.
tissues of the neck, with the right (4.8 9 2.5 9 4.5 cm) larger than the left (1.3 9 1.1 9 1.2 cm), each fully pneumatized without fluid collection. No nodularity was associated with the walls of either and no associated mass lesion was present about the laryngeal ventricles. The right lesion showed extension through the thyrohyoid membrane with mass effect upon the supraglottic larynx, and the left showed sole placement within the soft tissues of the neck. Regionally, no additional mass lesions or adenopathies were identified. Changes of the prior C3 through C7 cervical spine fusion were observed. No mass lesion was present at either lung apex (Fig. 2 ).
Diagnosis
The hematoxylin and eosin (H&E) stained sections obtained from the right-sided lesion revealed a complex cystic structure of respiratory type epithelium composed of psuedostratified ciliated epithelium of varying thickness set against a background of variably dense, chronically-inflamed fibrous connective tissue (Fig. 3) . The left sided lesion (Figs. 4, 5) showed prominent respiratory-type epithelium lining the cystic areas as well as adjacent mature adipose tissue, seromucous glands, and prominent vascularity observed in the periphery. The combination of imaging studies, histology and location confirmed a diagnosis of bilateral laryngoceles.
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Discussion
A laryngocele is defined as the abnormal dilatation of the laryngeal saccule containing air and maintaining an open communication with the laryngeal lumen [1] . There is an equal gender predilection, and most cases occur in the fifth to eighth decades of life, with approximately 25 % of patients presenting with bilateral laryngoceles [1] .
Three types of laryngoceles are identified: internal, external, and mixed/combined. External laryngoceles extend upward between the false vocal cord and thyroid cartilage, and laterally into the neck, while internal laryngoceles are confined to the larynx and do not pierce the thyrohyoid membrane [1, 2] . Combined laryngoceles make up the majority of cases and demonstrate both internal and external enlargements [2] , with abnormal dilation of the saccule on both sides of the thyrohyoid membrane [1] .
Clinically, patients may present with cough, hoarseness, dyspnea, dysphagia, and globus sensation [3] . Examination will typically reveal a lateral neck mass that is easily compressed and distends with increased intralaryngeal Fig. 4 The left-sided lesion shows a smaller cystic area supported by a loosely fibrotic and hemorrhagic wall with occasional seromucous glands included pressure [3] . Infected laryngoceles are termed laryngopyoceles and may present with pain and tenderness, and have on occasion resulted in death [4] . Other infrequent complications include airway obstruction, vocal cord paralysis, cutaneous emphysema [2] , and obstructive sleep apnea [5] .
In neonates, laryngoceles are considered remnants of lateral air sacs; in adults, they may represent either a congenital enlargement or an acquired deformity of the saccule [1] . The acquired deformity is typically associated with increased intraluminal pressure of the saccule, as may be experienced by musicians [1, 6] , glassblowers [1, 2] , weightlifters [1] and more uncommonly, in the presence of a tumor [2, 7] . Cases of squamous cell carcinoma [7] and amyloidosis [8] have been identified in association with laryngoceles, likely as the causative agent, with internal laryngoceles most often associated with laryngeal carcinoma [1] . Additionally, a surgical procedure in the vicinity of the larynx may be a predisposing factor in the development of a laryngocele due to the incidental, unintended creation of a one-way valve leading to saccular dilation [9] . As reported above, the current case involved a prior surgical procedure for an anterior cervical discectomy and fusion.
On CT scanning, a laryngocele appears as a well-defined lesion arising beneath the false vocal cords and communicating with the laryngeal airway [10] . The thyrohyoid membrane will limit internal laryngoceles, while both combined and external laryngoceles will lie superficial to the thyrohyoid membrane at the point of insertion of the superior laryngeal nerve and vessels [11] . Air filled laryngoceles are easily identified on CT due to low CT density [10] . Alternately, a fluid-filled external laryngocele may mimic the appearance of a branchial cleft cyst, only to be differentiated based on location [12] . Laryngopyoceles demonstrate a thick enhancing wall surrounding the laryngocele on contrast-enhanced CT [1] . Magnetic resonance imaging is recommended for distinguishing laryngoceles from an underlying laryngeal neoplasm when fluid or debris are present within the dilated cavity [11] .
Histologic findings may show a cyst lined by a variety cell types. Respiratory type epithelium is the most common although areas of oncocytic epithelium as well as squamous epithelium may be present as a result of metaplastic change. A fibrous connective tissue wall containing mucous or seromucous glands are also typically observed. Squamous epithelium may become the predominant epithelial lining in the presence of infection [1] , with an associated chronic inflammatory cell infiltrate scattered within the fibrous connective tissue, and in the case of a laryngopyocele, abundant neutrophils located within the connective tissue and adhering to the cystic epithelium [4] .
The clinical diagnosis of a laryngocele requires imaging studies and laryngoscopy to determine the anatomy of the defect and to rule out the presence of an associated tumor or additional pathology [3] as the differential diagnosis would include branchial cleft cyst, cervical bronchial cyst, laryngeal cyst or oncocytic papillary cystadenoma.
Clinical presentation of bilateral branchial cleft cysts approaches a 10 % incidence. The overwhelming majority of cases show a large cystic space lined by stratified squamous epithelium, but rare cases show respiratory type epithelium exclusively or in conjunction with a stratified squamous epithelial lining. A cervical bronchial cyst is an entity that is more often encountered shortly after birth, more often found in the suprasternal notch area, thoracic cavity or mediastinum, but may also be found in the neck. Ciliated, pseudostratified columnar epithelium lines the cystic cavity in most instances, therefore; a complete clinical history is paramount to an accurate diagnosis.
Asymptomatic cases require no treatment, however, surgical excision is the treatment of choice for symptomatic cases, to include incision and drainage and antibiotic management for laryngopyoceles [1] . Traditionally, laryngoceles have been treated via an external approach for large or external cases utilizing a horizontal skin incision from the medial border of the sternocleidomastoid muscle to the midline at the superior level of the thyroid cartilage. Dissection is continued through the strap muscles to reveal the capsule of the laryngocele and is continued along the neck of the laryngocele, along the thyrohyoid membrane, extending to the surrounding paraglottic tissue until totally removed [13] . Endoscopic management is the preferred modality for internal variants. Resection is performed utilizing a CO 2 laser following protection of the false vocal fold ipsilateral to the laryngocele. Following an incison to the superior surface of the false vocal fold, the limits of the laryngocele are identified and the laser is used to dissect the lesion from the surrounding paraglottic tissue [13] . 
